The first foundation year will essentially be an extension of undergraduate training, its doctors allowed only to observe medical practice. And doctors in foundation year 2 will be "career tourists," spending too little time in each specialty to be able to offer much service in return.
Medical educationalists should realise that nurses and other paramedical groups are encroaching on traditional medical practice and do not seem to need the sort of extended training we demand of medical students. For example, a six week course apparently enables paramedics to administer safely almost all drugs used in emergency practice. By contrast we seem intent on postponing the time at which our bright and enthusiastic young doctors can start treating patients.
Five years is quite long enough to learn the theory of medicine. After that, the sooner young doctors are allowed to start treating patients, in a supervised setting, the better. Princess Royal Hospital, Telford TF1 6TF caleaman@doctors.org.uk Competing interests: None declared.
Alan Leaman consultant in emergency medicine
1 Gallen D, Peile E. A firm foundation for senior house officers. BMJ 2004; 328:1390-1. (12 June.) Junior doctors should become progressively more enabled
Editor-Gallen and Peile discuss establishing a firm foundation for senior house officers. 1 Concerns about trends in junior doctor training are growing in acute medical specialties. The proposed reforms may exacerbate a deteriorating situation.
In the past decade the competencies of junior grade doctors have collapsed. Previously junior house officers would rapidly acquire emergency medicine skills by being supervised participants in on-call ward cover and acute takes, consolidating these skills and acquiring considerable responsibilities as senior house officers.
Thus on-site medical competency has become extremely thin on the ground out of hours and in emergencies. Worse, prospective registrars are ill equipped to deal with emergencies owing to lack of exposure as senior house officers. Intensive care outreach, increased tertiary or subspecialty referrals, and the appointment of acute medicine consultants may absorb some of this experience deficit, but it still represents a worrying threat to patients' safety in the face of increasing workloads.
The foundation year is likely to become a two year junior house officer year. This poverty of expectation is creating a cadre of underused, frustrated, demoralised junior doctors and inexperienced middle graders. Junior doctors should be becoming progressively more competent and enabled, not the reverse. 
Chris M Laing specialist registrar nephrology and general and internal medicine

Quality assurance programme needs to be in place
Editor-The development of a medical workforce with a wider range of general medical competencies is a highly desirable target. However, proposing a shorter specialist training period raises the fear of inappropriate development of specialist competencies at the end of the "run through" period. Gallen and Peile's article about incomplete work on the development of tasks, such as curriculum development, competency framework, and assessment methods, highlights another worrying development.
1
Learning opportunities for work based learning depend on the way in which work is organised and allocated, and that in turn depends on prevailing assumptions about the competence of the people concerned.
2
To establish a competency based training system, core competencies of educational supervisors also need to be established and supported.
The end point of improved patient care can be realised only if competent supervisors and a robust quality assurance system support the foundation programme.
A firm foundation for general practice
Editor-Gallen and Peile discuss the initiative to modernise medical careers, a concept that could improve the recruitment and retention crisis in primary care by exposing young doctors to general practice.
1 This component may, however, flounder owing to a lack of support from deaneries, primary care trusts, and workforce development confederations.
The development of educational supervisors' and associate trainers' roles needs to be encouraged so that doctors in foundation year 2 can have an appropriate and well supported experience in primary care that can enable attainment and proper assessment of the foundation competencies.
Although training and non-training practices are enthusiastic, workforce development confederations and deaneries are not committed to fund training programmes for educational supervisors and associate trainers properly. For many practices, space and accommodation for doctors in foundation year 2 are also issues that need to be dealt with urgently.
Primary care trusts may not yet fully understand the importance of enthusing doctors in foundation year 2 to promote future recruitment to general practice. Unless these issues are tackled properly, the general practice component of modernising medical careers is unlikely to become established. 
Robin Christie general practitioner
Authors' reply
Editor-Benamore et al assume that our incidence of bone metastases was high because of the unusually high proportion of patients with small cell lung cancer. The incidence of distant metastases is 30-50% at initial presentation of non-small cell lung cancer. 1 The incidence of bone metastases was highest in the small cell variety at initial presentation but was identical at necropsy in the four main types.
2
Many bone metastases are therefore likely to be missed at initial diagnosis of non-small cell lung cancer.
We used an extensive imaging algorithm to exclude bone metastases. In contrast to earlier clinical data and in agreement with results at necropsy, 2 we found an almost identical incidence of bone metastases of 32.4% in non-small cell lung cancer and 33.3 % in small cell lung cancer (table) .
We assessed the reliability of symptoms in detecting bone metastases and hence did not evaluate the number of metastases incidentally detected on computed tomography. To exclude small metastases Benamore et al suggest using fluorodesoxyglucose positron emission tomography. This method, however, is currently not recommended by German and European professional societies for routine use in lung cancer.
We used magnetic resonance imaging to exclude bone metastases probably missed on bone scanning or computed tomography. We used data about the clinical course or at necropsy to decide finally whether a patient had bone metastases.
All patients in our series were questioned and examined by the doctors before bone scanning and the reference methods. This guaranteed that they were blinded to the stage of disease (table) .
The study by Tanaka et al quoted by Benamore et al was a retrospective analysis and included patients between 1982 and 1996 but did not report whether the localisation of pain was identical with the site of bone metastases. Chronic back pain is reported by 80% of people aged 50-80, 3 so the pretest probability for bone pain is generally high.
Conventional radiography was the standard technique used to confirm focal lesions identified in bone scans in early studies. Skeletal scintigraphy detects metastases several months before they become visible in conventional radiographs. Metastases not confirmed by conventional radiography were therefore regarded as false positive findings, giving a presumed low specificity of bone scintigraphy. Furthermore, only very large, potentially symptomatic metastases were considered true positives. 
Martin Hetzel
The full version of this reply is available on bmj.com
Low back pain
Sacroiliac joint pain may be myth
Editor-I disagree with only one bit of Speed's review of low back pain 1 : except in inflammatory disease or infection, I am not certain that the sacroiliac joint is responsible for much of what is called sacroiliac pain. The rigidity of the joint is such that mechanical disruption is almost impossible: the pelvis will fracture first. Cures of pain reported by injection of the joint are, I think, not because the joint has been injected but because the injection has gone into part of the gluteal muscle origin.
Many years ago a colleague tried to assess the accuracy of joint injection. Injecting corpses, with Indian ink, using classical localisation and x ray screening, he dissected the region and found no evidence of ink in the joint on any of eight attempts. The ink was all in the muscle, or in some cases had tracked into the vertebral venous plexuses. (I imagine such an experiment would nowadays be impossible to arrange.)
Although the finding of a "stress reaction" on radiography (sclerosis without erosion on the ilial side only, without erosion) might represent some sort of mechanical instability that could cause pain, I suspect that most cases of "sacroiliac strain" are really injuries of the gluteal origin-and injections work because that, and not the joint, is what has been injected. Unilateral pain spreading across the iliac crest, worse when the patient bends to the opposite side, might also, in theory, arise from the iliolumbar ligament rather than the disc. 
Author's reply
Editor-Bamji's views reflect the ongoing active discussion on the contribution of the sacroiliac joint to pain in this region. Although, as he points out, the sacroiliac joint has extreme mechanical strength, it exists within the pelvic ring; instability at the symphysis (common in women and active men) may result in pain further along the kinetic chain-including the innervated and partly synovial sacroiliac joint. Sacroiliac pain may arise through dysfunction through minute laxity or instability, or pain due to ligamentous irritation without any instability. Any further comments are based on differences in clinical perspective in the face of a vacuum of evidence. It is a difficult joint to assess. The history, including potential mechanisms for injury (such as hurdling, or football), and examination, in particular to exclude other sources of pain, are crucial. Approaches to examination of the joint have been proposed but remain unvalidated. Pain truly arising from the sacroiliac joint should, in my view, be considered as one of the differential diagnoses of pain in the pelvic region, particularly in young and active patients. Nevertheless, "sacroiliac pain" is an overdiagnosed condition, and it should be diagnosed only in the absence of any other cause for pain, although conditions can coexist. Cas50@medschl.cam.ac.uk Competing interests: None declared.
Cathy Speed honorary consultant in rheumatology and sports medicine
Addenbrooke's Hospital, Cambridge CB2 2QQ
Monitoring procalcitonin is of value in acute pancreatitis
Editor-In their discussion of the important issue of antibiotic prophylaxis in acute pancreatitis, I was surprised that O'Reilly and Kingsnorth made no mention of monitoring the plasma concentration of procalcitonin.
1 A considerable literature now exists, establishing the value of procalcitonin monitoring in acute pancreatitis, 2-4 and it is our practice to use the APACHE II score and the value of this inflammatory marker to guide the requirement for early antibiotic prophylaxis with a carbipenem and fluconazole.
A recent study has shown that the plasma concentration of procalcitonin may reflect the derangement in gut barrier function (rather than the extent of systemic inflammation) and may hence predict those patients in whom the translocation of bacteria and fungi into dead pancreas is more likely.
5
I agree with the authors that we do not want to give all patients with acute pancreatitis antibiotic prophylaxis. But I have experience of fatal acute pancreatitis from untreated Gram negative sepsis because of too "purist" an approach. The issue in my mind is how to identify the patients at risk early on and then include both bacterial and fungal prophylaxis. 
Responsibility for ancillary care in clinical trials
Research patrimony and unintended coercion are hazards
Editor-I agree with many of the assessments and suggestions made by Belsky and Richardson on medical researchers' responsibilities for ancillary care, 1 but important issues remain to be considered.
The need to explore ancillary care is just as important in developed countries as it is in developing countries. British study participants, for example, are also sometimes found by the research team to have previously unknown medical conditions. More often they develop a good rapport with the research team, which can then be led to assume the role of a general practice with a long term research participant. Although this is understandable and shows the research team's patient centredness, it can cause problems.
The research doctor may be expected to see and diagnose every medical concern of the participant. But researchers with a specialist interest are really not trained to screen and treat many of the day to day ailments of these patients. They might alter the study subjects' expectations without being able to provide real care. This can interfere with subjects' use of normal medical care and be harmful to their interests.
The second problem is that acceptance of ancillary care responsibilities for research subjects from developing countries might coerce them into participating in the study and induce a strong element of volunteer bias. The quid pro quo arrangement of offering medical care in exchange for study participation would be no different to the payment of research subjects (in fact, it could mean greater financial incentives for poorer subjects), and has ethical implications that are not discussed in this paper. I believe the most challenging aspect of all forms of medical practice is the need for, and the exercise of, judgment. These days, in many walks of life, "judgment" carries connotations of authority and control which are often viewed as being unacceptable.
Arvindan Veiraiah research registrar in cardiology
But judgment is really about making a decision. While, globally, the move within medicine is increasingly towards the objective goal of "evidence based medicine," this philosophy must inevitably struggle with the conflicts of subjectivity. And there is little that is more subjective than the morality of what is right and what is wrong in such a situation as that presented by your correspondent.
It's easy to be objective. It's easy to base one's decisions on evidential data and, of course, such decisions do not bear the same degree of individual responsibility for their outcomes which more subjective decisions might entail.
Having qualified in 1975 I have seen numerous such cases and, regrettably, more so in recent years. Clinicians have always faced such ethical and moral dilemmas, but I fear that our increasing commitment to "evidence" may be undermining our need to exercise compassion. In our drive for objectivity, are doctors losing that compassion? Has the intellectual status quo of medicine shifted so much that subjective considerations can be discounted? Or, worse, can it be an excuse not to exercise compassion?
Perhaps as we continue down the path of increasingly scientific objectivity, it may be time for us to remember the humanities as well as the science.
